The burden of illness rests disproportionately on the socially disadvantaged. Social disadvantage includes any attribution of social position or role carrying with it the likelihood of reduced resources, opportunity, or social power. Empirical data comparing physical and mental health of the poor with the rest of the U.S. population provide consistent evidence that so-cioeconomic status is associated with higher rates of death and disability (Brenner, 1973, 1982; Kosa, and Zola, 1975; National Center for Health Statistics, 1980).
History has shown that, even when causative factors of a disease are unknown and treatments are unavailable, changes in socioeconomic conditions and literacy rates can reduce mortality. One example of this phenomenon is the decline in mortality from tuberculosis before the availability of chemotherapy. Still, even when treatments are available, technology cannot always overcome social, economic, and behavioral factors (Eisenberg, 1982). Improvements in U.S. literacy rates and in general socioeconomic conditions over the past 20 years have been linked with rapid declines in health differentials between the poor and those who are better off. Still, substantial discrepancies remain (Feldman, 1982), most noticeably in the poorer health of people in the areas of greatest poverty—the rural South, Appalachia, urban ghettos—and particularly among the very young who live in disadvantaged environments.
Biobehavioral and psychosocial research has begun to disentangle the complexities of the role social factors play in the ecology of disease. A growing body of research goes beyond documenting the inequities in the
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